A 57-year-old woman born in the Philippines presented to the Emergency Department with 6 hours of epigastric and right upper quadrant abdominal pain radiating to her back. She denied fever, nausea, and vomiting. She described her pain as similar to pain before her cholecystectomy 46 years previously, at age 11. An ultrasound demonstrated a hyperechoic linear structure in the common bile duct and diffuse biliary duct dilation (Figure 1 ) that were initially read as consistent with a nonfunctioning stent, which the patient denied having. The computed tomography scan of the abdomen and pelvis that was ordered to better characterize the "stent" demonstrated only biliary dilation in the common bile duct without a radiopaque structure (Figure 2 ). Laboratory test results for the patient's complete blood count, comprehensive metabolic panel, and lipase were normal.
DISCUSSION
Biliary helminthiasis results from liver flukes, which are parasitic worms endemic in Southeast Asia. 2 Some flukes, such as Clonorchis sinensis, Opisthorchis viverrini, Opisthorchis felineus, and Fasciola hepatica, reside primarily in the biliary tree. In contrast, Ascaris lumbricoides resides in the intestines and occasionally migrates into the bile ducts. 3 Prevalence worldwide of the most common biliary helminth, Ascaris lumbricoides, is high, at approximately 1.2 billion. 4 Biliary helminthiasis can present as biliary obstruction, pyogenic cholangitis, acute pancreatitis, liver cysts, and abscesses. 1, 3, 5 Patients typically have abdominal pain and may have jaundice or fever. 2, 4 Diagnosis is made by imaging (ultrasound or magnetic retrograde cholangiopancreatography), with antigen serum tests, or by direct visualization during ERCP. Computed tomography scans tend to only demonstrate biliary dilation, and are therefore less helpful in securing the diagnosis. 3 Urgency of diagnosis and hospitalization are determined by severity of symptoms, findings 
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Image Diagnosis: Worm-Induced Biliary Obstruction of biliary obstruction, or infection, including sepsis. 4 Drug treatment choice depends on the type of parasite. 4 Our patient was started empirically on mebendazole as an outpatient. The Pathology Department was unable to identify the worm from the pieces obtained during ERCP retrieval. Our patient passed the remainder of the worm five days later in her stool, which is common after a worm dies. She reported that the worm appeared "like a tiny spaghetti without its head." Analysis of this portion of the worm was not performed because the patient discarded it. Repeat ERCP one month later showed neither retained worm nor gallstones. v
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